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Cigarette Smoking — Behavioral Risk Factor Surveillance System, 1988 


Cigarette smoking prevalence during 1988 was examined in relation to generation 
cohort and level of education using data from the Behavioral Risk Factor Surveillance 
System (BRFSS). In 1988, health departments from 36 states and the District of 
Columbia participated in the BRFSS monthly random-digit-dialed telephone inter- 
views of adults aged >18 years (7 ). Respondents were asked if they had ever smoked 
at least 100 cigarettes, if they had ever quit smoking, and if they currently smoked. 
Current smokers are defined as persons who have smoked at least 100 cigarettes and 
who continue to smoke; former smokers, as persons who have smoked 100 cigarettes 
but who no longer smoke; and ever smokers, as current and former smokers 
combined (2). 

Smoking rates among persons aged 18-34 years varied widely by state (Table 1). 
The proportion of persons who ever smoked ranged from 27.1% in Utah to 53.1% in 
Maine (median: 41.1%). The proportion of former smokers ranged from 9.1% in Utah 
to 20.3% in Maine (median: 15.1%). The proportion of persons who currently smoked 
ranged from 18.1% in Utah to 37.9% in Kentucky (median: 26.2%). 

Smoking rates also varied by generation and level of education (Figure 1). Three 

generations were defined: persons 18-34 years of age, persons 35-54 years of age, 
and persons =55 years of age. From the older to middle generation, the likelihood of 
being a current smoker increased substantially with each decrease in level of 
education. From the middle to younger generation, the likelihood of being a current 
smoker decreased substantially only for persons with more than a high school 
education. 
Reported by: The following BRFSS coordinators: R Strickland, Alabama; T Hughes, Arizona; 
L Parker, California; M Adams, Connecticut; M Rivo, District of Columbia; S Hoecherl, Florida; 
J Smith, Georgia; E Tash, Hawaii; J Mitten, Idaho; B Steiner, Illinois; S Joseph, indiana; S Tietje, 
lowa; K Bramblett, Kentucky; R Schwartz, Maine; A Weinstein, Maryland; L Koumijian Yandel, 
Massachusetts; J Thrush, Michigan; N Salem, Minnesota; N Hudson, Missouri; R Moon, 
Montana; R Thurber, Nebraska; K Zaso, New Hampshire; L Pendley, New Mexico; H Bzduch, 
New York; C Washington, North Carolina; B Lee, North Dakota; E Capwell, Ohio; N Hann, 
Oklahoma; J Cataldo, Rhode Island; D Lackland, South Carolina; L Post, South Dakota; D Riding, 
Tennessee; J Fellows, Texas; B Neiger, Utah; K Tollestrup, Washington; R Anderson, West 
Virginia; M Soref, Wisconsin. Office of Surveillance and Analysis and Office on Smoking and 
Health, Center for Chronic Disease Prevention and Health Promotion, CDC. 
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TABLE 1. Prevalence of cigarette smoking among persons 18-34 years of age, by area 
— Behavioral Risk Factor Surveillance System, 1988 





Sample Ever smokers Former smokers Current smokers 

Area size % (95% Ci*) % (95% Ci) % (95% Ci) 
Alabama 497 37.1 (+4.7) 9.1 (+2.8) 28.0 (+4.4) 
Arizona 429 43.4 (+5.3) 19.7 (+4.2) 23.7 (+4.5) 
California 950 37.8 (+3.6) 15.2 (+2.5) 22.6 (+3.2) 
Connecticut 400 48.0 (+ 5.6) 18.5 (+4.2) 29.5 (+4.9) 
District of 

Columbia 30.1 (+4.5) 11.2 (+3.0) 18.9 (+4.1) 
Florida 43.3 (+5.1) 18.9 (+3.8) 24.4 (+4.4) 
Georgia 39.8 (+3.7) 15.7 (+2.6) 24.1 (+3.2) 
Hawaii 39.3 (+4.6) 13.2 (+3.2) 26.1 (+4.1) 
Idaho 33.4 (+4.3) 14.2 (+2.9) 19.2 (+3.5) 
Illinois 42.1 (+4.5) 14.8 (+3.1) 27.3 (+4.2) 
Indiana 45.7 (+4.3) 15.1 (+2.9) 30.6 (+3.7) 
lowa 37.4 (+5.7) 11.2 (+3.9) 26.2 (+5.2) 
Kentucky 49.0 (+ 4.6) 11.1 (+3.0) 37.9 (+4.3) 
Maine 53.1 (+5.5) 20.3 (+4.3) 32.8 (+5.2) 
Maryland 40.6 (+6.0) 16.7 (+4.3) 23.9 (+5.2) 
Massachusetts 44.5 (+4.7) 15.7 (+3.3) 28.8 (+4.3) 
Michigan 46.5 (+5.1) 17.4 (+3.8) 29.1 (+4.4) 
Minnesota 43.1 (+2.9) 17.7 (+2.2) 25.4 (+2.6) 
Missouri 46.2 (+5.1) 16.5 (+3.8) 29.7 (+4.6) 
Montana (+7.2) 12.6 (+4.7) 19.1 (+6.3) 
Nebraska 40.5 (+5.0) 16.0 (+3.5) 24.5 (+4.4) 
New Hampshire (+5.4) 17.4 (+3.8) 32.0 (+5.1) 
New Mexico 40.6 (+5.8) 15.6 (+4.0) 25.0 (+5.2) 
New York (+5.7) 12.2 (+3.4) 28.9 (+5.2) 
North Carolina 40.8 (+4.8) 15.1 (+3.4) 25.7 (+3.9) 
North Dakota (+4.2) 14.5 (+3.2) 22.9 (+3.6) 
Ohio 43.8 (+4.8) 13.4 (+3.2) 30.4 (+4.4) 
Oklahoma (+5.9) 13.7 (+4.0) 23.3 (+5.0) 
Rhode Island 40.6 (+4.5) 14.1 (+3.0) 26.5 (+4.0) 
South Carolina (+4.4) 11.9 (+2.6) 29.4 (+4.1) 
South Dakota (+5.2) 12.4 (+3.6) 20.8 (+4.5) 
Tennessee ; (+3.8) 13.9 (+2.5) 34.2 (+3.6) 
Texas (+5.3) 14.7 (+3.9) 23.1 (+4.5) 
Utah (+3.9) 9.1 (+2.4) 18.1 (+3.3) 
Washington ‘ (+5.1) 17.6 (+3.9) 29.0 (+4.7) 
West Virginia (+5.2) 16.5 (+3.6) 26.3 (+4.4) 


Wisconsin (+5.0) 15.9 (+3.5) 29.5 (+4.6) 
*Confidence interval. 
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Editorial Note: Based on findings from the 1988 BRFSS, young adults with low 
educational attainment (a correlate of low socioeconomic status) were more likely to 
be current smokers than were other persons. These results indicate that limited 
progress has been made in reducing the prevalence of cigarette smoking among 
young adults of low educational attainment levels—a finding consistent with data 
from other surveys (3). 

Differences in socioeconomic levels by state may account for some of the variation 
in observed prevalences. Cultural factors, such as emphasis among the largely 
Mormon population of Utah to limit or abstain from tobacco use, may also affect 
smoking rates by state (4). Other determinants that may vary by tate include: the 
extent of smoking prevention activities (including school programs emphasizing 
smoking prevention [5]); state cigarette excise tax rates (2); and the intensity of 
tobacco advertising or promotional events sponsored by the tobacco industry (6). 

Recent smoking prevention strategies have been directed toward young persons 
through the school, home, workplace, and community (2). Life-skills instruction on 
resisting smoking has been effective in reducing smoking initiation (7). Data from the 
BRFSS and National Health Interview Surveys (3) show that educational attainment 
levels are becoming an increasingly important factor in determining whether young 
persons smoke; therefore, effective smoking prevention strategies need to be 
targeted toward children and adolescents in groups with generally low educational 
attainment. 
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FIGURE 1. Prevalence of current cigarette smoking, by generation and educational 
attainment — Behavioral Risk Factor Surveillance System, 1988 
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International Notes 





Nutritional and Health Status 
of Displaced Persons — Sudan, 1988-1989 


Since 1987, more than 1.3 million persons have fled civil strife in southern Sudan 
and settled in urban areas (e.g., the capital city of Khartoum) or in camps in the 
northern regions of the country (Figure 1). In August 1988, after extensive flooding 
destroyed the dwellings of 750,000 displaced persons (DP) living in outlying areas 
around Khartoum, 23% of children <5 years of age were moderately or severely 
undernourished (7). In response to recommendations for continued health-status 
monitoring, from September 1988 through February 1989, 71 surveys (each with 30 
randomly chosen clusters of 10 children) were conducted in 27 different sites in 
Khartoum. A total of 17,639 children <5 years of age (or <110 cm in height if age was 
unknown) were weighed and measured. Children <80% of the median weight-for- 
height (Wt/Ht) for children <5 years of age (2) were classified as acutely undernour- 
ished (children 70%—-79% of the median Wt/Ht were classified as moderately under- 
nourished and children <70% of the median Wt/Ht as severely undernourished). 


FIGURE 1. Location of displaced persons — Sudan, 1988-1989 
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Displaced Persons — Continued 


In September and October 1988, the mean prevalence of acute undernutrition 
among displaced children in surveyed communities in Khartoum was 19.9%. By 
February 1989, the mean prevalence in those communities resurveyed at least once 
had declined to 10.9%. 

In southern Darfur, approximately 500 km southwest of Khartoum, >80,000 
additional DP live in temporary camps. Cluster surveys were conducted in seven 
camps where food rations were distributed biweekly. The surveys showed a decline 
in the prevalence of acute undernutrition in children <5 years of age from May 1988 
(mean: 35.9%; range: 25.0%-43.0%) through February-March 1989 (mean: 6.4%; 
range: 4.6%—9.4%). The mean monthly crude mortality rate (CMR) for all ages in these 
camps also declined from April 1988 (11.8 deaths per 1000 population; range: 
4.9-18.3) to January 1989 (0.4 per 1000; range 0-0.7) (Figure 2). In April 1988, the 
mean monthly CMR for children <5 years of age was 19.0 deaths per 1000 children; 
diarrhea and meningitis were the leading reported causes of childhood death. By 
January 1989, this rate had declined to 6.0 deaths per 1000 children, and the leading 
causes of death were diarrhea and acute respiratory infections. 

To reduce the risk of measles, mass immunization campaigns were conducted in 
the seven camps targeting all children 6 months to 5 years of age. By March-April 
1989, measles vaccination coverage levels were 80%-95% in children aged 12-23 
months in these camps. 

Reported by: A El Amin, P Nestel, [A Mageed, KA Mohamed, Nutrition Dept; MA Ali, MD, 
F El Magzoub, Diarrheal Diseases Control Programme; Ministry of Health, Sudan. M Philips, MD, 
Medecins Sans Frontieres-Belgium. | Kabintang, MD, M Kabintang, MD, Inter Aid International. 
A Mackie, PhD, RB Hawkins, MPH, P Curtis, US Agency for International Development, Sudan. 
Technical Support Div, International Health Program Office, CDC. 

Editorial Note: In refugee and displaced populations, mortality rates in children 
<5 years of age increase in relation to the prevalence of acute undernutrition (3,4). 


FIGURE 2. Range and mean of crude mortality rates per 1000 population in seven 
camps for displaced persons, by month — southern Darfur, Sudan, April 1988— 
January 1989 
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For the southern Darfur camps, the monthly CMR in April 1988 (11.8 per 1000) is more 
than five times that expected in the poorest developing nations in Africa (<2 deaths 
per 1000 per month) (5). In a DP camp located in southern Kordofan (Figure 1), the 
monthly CMR in July 1988 (120 per 1000) was among the highest reported for any 
famine-affected population since 1969 (CDC, unpublished data). Mortality data 
collected under adverse conditions such as those in southern Darfur must be 
interpreted with caution. However, the observed decline in mortality is consistent 
with the reported decline in undernutrition prevalence. 

Most undernutrition-related childhood deaths can be prevented by provision of 
food of adequate caloric content (minimum of 1900 kilocalories per person per day 
[all ages]) and quality (appropriate amounts of carbohydrates, proteins, fats, and 
essential micronutrients [e.g., vitamins A, B complex, and C}) (6,7). The prevalence of 
undernutrition has declined in most areas surveyed while the number of children in 
the camps in southern Darfur has reportedly increased; however, the deaths of the 
most severely undernourished children could account, at least in part, for the lower 


prevalence of undernutrition reported (8 ). 
-(Continued on page 855) 


TABLE |. Summary — cases of specified notifiable diseases, United States 


49th Week Ending Cumulative, 49th Week Ending 


Disease Dec. 9, |= 10, Median Dec. 9, |= 10, Median 
1989 1988 1984-1988 1989 1988 1984-1988 


Acquired Immunodeficiency Syndrome (AIDS) 603 u* 215 32,694 28,871 12,246 
ic Meningitis 200 144 9,471 6,653 9,820 
Encephalitis: Primary (arthropod-borne 
& unspec) 11 772 
Post-infectious 1 113 
Gonorrhea: Civilian 13,196 ; 656,854 
Military 85 48 . 10,996 
Hepatitis: Type A 744 33,087 25,191 
Type B 505 21,385 
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TABLE Il. Notifiable diseases of low frequency, United 
Cum. 1989 








Anthrax - Leptospirosis (Hawaii 1) 
Botulism: Foodborne 24 ague 

Infant (N.J. 1, Utah 1) 23 Poliomyelitis, Paralytic 

Other (Calif. 1) 5 Psittacosis (lowa 1, Oregon 1) 
Brucellosis (Texas 1) 83 Rabies, human 
Cholera - Tetanus (Md. 1, Ark. 1, Calif. 2) 
Congenital rubella synd e 3 Trichinosis 
Congenital syphilis, ages < 1 year 243 
Diphtheria 3 

















2 AIDS cases are not received weekly from all reporting areas, comparison of weekly figures may be misleading. 
One of the 59 reported cases for this week was imported from a foreign country or can be directly traceable to a known 
internationally imported case within two generations. 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
December 9, 1989 and December 10, 1988 (49th Week) 


Aseptic Encephalitis Hepatitis (Viral), by type 
wats | Primary | post aA | 8 | Nane | Unspect- 
Cum. Cum. Cum. > . | Cum. 
1989 1989 1989 
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N: Not notifiable U: Unavailable Commonwealth of the Northern Mariana Islands 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
December 9, 1989 and December 10, 1988 (49th Week) 

Measies (Rubeola) 

Reporting Area Indigenous imported* | Total 
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*For measies only, imported cases includes both out-of-state and international importations. 
N: Not notifiable  U: Unavailabi "international ‘Out-of-state 
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TABLE Ill. (Cont’d.) Cases of specified notifiable disea 
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TABLE IV. Deaths in 121 U.S. cities,“ week ending 
December 9, 1989 (49th Week) 


All Causes, By Age (Years) 
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Displaced Persons — Continued 


In urban areas, general food rations were not distributed, although some commu- 
nities have had supplementary and/or therapeutic feeding programs for acutely 
undernourished children. The administration of (and access of DP to) these feeding 
programs, as well as the local availability of food and employment, may have 
influenced levels of childhood undernutrition. In the camps in southern Darfur, food 
rations were routinely distributed to displaced families, although rations were 
sometimes inadequate because of local shortages of foodstocks and difficulties in 
transporting supplies through the affected areas. 

Measles has been a leading cause of childhood death in some refugee and 
displaced populations (4). The high measles vaccination coverage in displaced 
children living in the seven camps in southern Darfur may have prevented many 
measles-related deaths in those locations. CDC has recommended that measles 
vaccination of children be an early priority in the care of refugees and DP (9). 
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Surveillance of Influenza-Like Diseases 
through a National Computer Network — France, 1984-1989 


In France, national surveillance of influenza-like syndromes has been continuous 
since November 1984 through the French Communicable Diseases Computer Net- 
work (FCDN). This report describes epidemics documented from 1984 to 1989 and 
emphasizes the 1988-89 epidemic. 

FCDN was initiated under the joint auspices of the Institut National de la Santé et 
de la Recherche Médicale (comparable to the National Institutes of Health in the 
United States) and the Direction Générale de la Santé (the national department of 
health). FCDN uses electronic communications to facilitate collection, analysis, and 
redistribution of epidemiologic information about communicable diseases (1,2). 
Notifiable disease data collected by France’s 96 regiona! departments of health are 
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forwarded to the national department of health, analyzed, and redistributed to all 
users of the network through a weekly electronic bulletin. 

FCDN collects epidemiologic data from general practitioners who volunteer to 
provide sentinel notification of epidemics. In November 1984, 50 sentinel general 
practitioners (SGPs) participated in FCDN; the number of participants has increased 
steadily and, since January 1988, has included 550, or approximately 1% of, French 
general practitioners. The SGPs were selected to be demographically representative 
of all general practitioners (i.e., by age, sex, geographic distribution, and type of 
practice). SGPs use terminals or personal computers with modems to report 
influenza-like syndromes and other selected conditions (e.g., measles, mumps, and 
viral hepatitis) to FCDN’s host computer. SGPs can access the host computer 24 hours 
a day but must access the computer at least once a week—even if they have no cases 
to report. In particular, SGPs report the age, sex, and vaccination status of patients 
meeting the World Health Organization definition of influenza-like syndromes (i.e., a 
sudden fever of >39 C, myalgia, and respiratory symptoms) (3). Estimates of the 
incidences of influenza-like syndromes are determined by geographic regions and 
redistributed on FCDN 4-10 days after the report of diagnosis. 

From November 1984 through April 1989, a total of 89,705 cases of influenza-like 
syndromes were reported. In the 1984-85, 1985-86, and 1986-87 epidemics, in- 
creased activity began in the second half of December, peaked in early February, and 
ended by mid-April (Figure 1). During the respective three periods, maximal inci- 
dences were 12.7, 9.4, and 5.6 cases per 1000 residents. Although the 1987-88 
epidemic began considerably later (late February), the maximal estimated incidence 
was comparable (5.8 cases per 1000). 

In 1988-89, however, increased activity began in mid-November, peaked at 18.3 
cases per 1000 residents during the second week of December, and ended in late 
January. In addition, the 1988-89 epidemic was characterized by a different distribu- 
tion among age groups (Figure 1)—pr-.dominating in persons aged 0-17 years and 
affecting a smaller proportion of elderly persons than previous epidemics. Among 


FIGURE 1. Weekly incidence rate per 1000 cases of influenza-like syndrome, by 
patient age group — France, 1984-1989 
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persons aged 5—17 years, the peak incidence was 31.4 cases per 1000, compared with 
2.4 cases per 1000 persons aged =65 years. Thus, the 1988-89 epidemic occurred 
earlier, was of shorter duration, and affected primarily younger age groups while 
sparing the elderly. 

From 1984 to 1989, the French Reference Centers on Influenza (“France Nord” and 
“France Sud”) provided weekly results of viral isolates. For the 1984-85, 1985-86, and 
1986-87 epidemics, most influenza isolates were A(H3N2) and A(H1N1) viruses. In 
1987-88, influenza B virus was most frequently isolated. In 1988-89, influenza 
A(H1N1) predominated, although sporadic A(H3N2) activity occurred (4 ). Respiratory 
syncytial virus (RSV) was also isolated during each of the five periods. The predom- 
inance of illness reported in the 0—4-year age group (peak incidence: 23.5 cases per 
1000 persons) may reflect RSV activity during the 1988-89 ep'demic. 

Reported by: J Ménarés, Ph Garnerin, AJ Valleron, Unité de Recherches Siomathématiques et 
Biostatistiques de |‘Institut National de la Santé et de la Recherche Médicale, Université Paris 7, 
Paris. Influenza Br and Epidemiology Office, Div of Viral and Rickettsial Diseases, Center for 
Infectious Diseases, CDC. 
Editorial Note: A major strength of the FCDN system for surveillance of infectious 
diseases is the rapidity of the collection, analysis, and distribution of data. The reports 
of influenza-like illness from SGPs, combined with information on virus isolations 
provided by the French Reference Centers, provide timely information for physicians 
who need to make decisions each year about both the administration of influenza 
vaccine and use of antiviral agents that are effective only against type A influenza 
viruses. Rapid diagnostic techniques to determine the type of influenza reported by 
the SGPs would further enhance the usefulness of this innovative system. 
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Current Trends 





National Survey of Trauma Registries — United States, 1987 


In 1988, a National Academy of Sciences panel recommended that CDC promote 
the development of a national data set for injury epidemiology, including standard- 
ized trauma registries in each state (7). The panel emphasized that existing deficien- 
cies in injury surveillance have hampered the implementation of effective public 
health measures for injury control. In January 1988, a workshop* was held at CDC to 
develop standard case criteria and a uniform, minimum data set for trauma registries 
(TRs) (2). TRs are information systems maintained primarily to monitor the pre- 
*The cosponsors of the Trauma Registry Workshop were the American College of Emergency 


Physicians, the American College of Surgeons, the American Medical Association Commission 
on Emergency Medical Services, the National Highway Traffic Safety Administration, and CDC. 
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hospital and hospital care of severely injured persons (3). Hospital TRs are located at 
individual institutions; regional and state TRs are central registries that aggregate 
data from two or more hospital TRs. 

In 1987, two mailout surveys were conducted by the emergency services depart- 
ment of the San Francisco General Hospital, under the auspices of the National 
Association of State Emergency Medical Services Directors. In the first survey, 
emergency medical service directors responded from all 50 states and the District of 
Columbia. Ten states’ had legal requirements for the establishment of central TRs; 
six of these states required participation by all acute-care hospitals, and four required 
participation by only trauma center hospitals. 

In the second survey, of 248 trauma coordinators (TCs) responsible for maintaining 
TRs at the hospital, regional, and state levels, 147 (59%) responded. TRs were 
operational in a minimum of 105 hospitals in 35 states. TRs differed in case criteria, 
data content, coding conventions, and the manner in which data were used. 

Emergency medical service directors, TCs, and others responsible for developing 
TRs must choose from a variety of existing systems or develop their own. Consensus 
development of standards for TRs was endorsed by 80% of the state emergency 
medical service directors and 66% of TCs who participated in the surveys. 

Reported by: RH Cales, MD, San Francisco General Hospital. ST Kearns, MSN, Palm Beach 
County Emergency Medical Svcs; LS Jordan, Office of Emergency Medical Svcs, Florida Dept of 
Health and Rehabilitative Svcs. Biometrics Br, Div of Injury Epidemiology and Control, Center for 
Environmental Health and Injury Control, CDC. 

Editorial Note: Hospital and central TRs can be used to evaluate the quality of trauma 
care. For example, in San Diego County, California, the Division of Emergency 
Medical Services monitors hospital trauma care using data from three sources: TRs 
maintained at six trauma center hospitals, traumatic injury reports (a subset of the TR 
data) submitted by 24 nontrauma center hospitals, and the county coroner’s records 
of deaths of patients who received hospital care for trauma (4). The San Diego 
County Medical Audit Committee (MAC), composed of representatives from the 
Division of Emergency Medical Services, trauma center and nontrauma center 
hospitals, and the coroner's office, meets monthly and reviews morbidity and 
mortality among patients hospitalized for major trauma. The MAC classifies the 
deaths as nonpreventable, potentially salvageable, or preventable if treatment had 
been altered. These reviews have found that preventable deaths declined among 
hospital trauma patients following the implementation of a regional trauma system in 
San Diego County in 1984 (5,6). 

Data from TRs can be used to support primary prevention initiatives. For example, 
in Virginia, a legislative subcommittee used data from the Virginia Statewide Trauma 
Registry and other data sources to recommend legislation regulating the use of 
all-terrain vehicles (ATVs) (7). From January 1987 through August 1988, at least 120 
persons sustained ATV-related injuries in Virginia, including 27 persons <12 years of 
age and 19 persons aged 12-16 years. Legislation enacted in 1989 by the General 
Assembly of Virginia prohibits use of ATVs by persons <12 years of age, restricts use 
by those aged 12-16 years, requires operators to wear helmets, and forbids passen- 
gers (8). 


"Georgia, Maryland, Missouri, North Carolina, Nevada, New Mexico, Oregon, Pennsylvania, 
Virginia, and West Virginia. In addition, beginning in 1988, Florida has also required all 
acute-care hospitals to participate in a statewide TR. 
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TRs are also a potential source of data for ongoing surveillance of morbidity and 


mortality resulting from specific types of injuries, such as blunt trauma, penetrating 
trauma, and burns (9). 


The TR workshop provided the first opportunity for a multidisciplinary group of 
researchers, medical practitioners, public health officials, and health-care administra- 
tors to participate in the formulation of standards for TRs. Based on the results of the 
workshop, recommendations for TRs (2) and a comprehensive guide to the recom- 
mended data definitions and coding formats for TRs have been developed and are 
available from CDC.° 
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Notice to Readers 





Announcement of Symposium on Statistical Methods 
for Evaluation of Intervention and Prevention Strategies 


CDC and the Agency for Toxic Substances and Disease Registry will cosponsor the 
Symposium on Statistical Methods for Evaluation of Intervention and Prevention 
Strategies, December 5 and 6, 1990, in Atlanta. There is no registration fee. The 
symposium will provide a forum for current research in 1) statistical methods for 
evaluation and 2) innovative applications of methods for evaluation of health 
program intervention and disease prevention strategies. 

Abstracts must be postmarked by April 20 and may be submitted on the following 
evaluation topics: study design, analytic methods, statistical modeling, use of survey 
or surveillance data, and innovative applications of methods. 

Abstract forms and additional information are available from Gladys H. Reynolds, 
Ph.D., Chair, 1990 Symposium on Statistical Methods for Evaluation of Intervention 
and Prevention Strategies, Office of the Director, Mailstop D39, CDC, Atlanta, GA 
30333. 
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